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Context. To provide high-quality palliative care to nursing home residents, staff need to understand the basic principles of
palliative care.
Objectives. To evaluate the extent of agreement with the basic principles of palliative care of nurses and care assistants
working in nursing homes in five European countries and to identify correlates.
Methods. This is a cross-sectional study in 214 homes in Belgium, England, Italy, the Netherlands, and Poland. Agreement
with basic principles of palliative care was measured with the Rotterdam MOVE2PC. We calculated percentages and odds
ratios of agreement and an overall score between 0 (no agreement) and 5 (total agreement).
Results. Most staff in all countries agreed that palliative care involves more than pain treatment (58% Poland to 82%
Belgium) and includes spiritual care (62% Italy to 76% Belgium) and care for family or relatives (56% Italy to 92% Belgium).
Between 51% (the Netherlands) and 64% (Belgium) correctly disagreed that palliative care should start in the last week of life
and 24% (Belgium) to 53% (Poland) agreed that palliative care and intensive life-prolonging treatment can be combined.
The overall agreement score ranged between 1.82 (Italy) and 3.36 (England). Older staff (0.26; 95% confidence interval [CI]:
0.09e0.43, P ¼ 0.003), nurses (0.59; 95% CI: 0.43e0.75, P < 0.001), and staff who had undertaken palliative care training
scored higher (0.21; 95% CI: 0.08e0.34, P ¼ 0.002).
Conclusions. The level of agreement of nursing home staff with basic principles of palliative care was only moderate and
differed between countries. Efforts to improve the understanding of basic palliative care are needed. J Pain Symptom
Manage 2019;58:824e834.  2019 The Authors. Published by Elsevier Inc. on behalf of American Academy of Hospice and Palliative
Medicine. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Over the past century, populations have aged; more
and more people will die in older age, often after
having lived with multiple chronic diseases and age-
related disabilities for many years.1 Numerous older
people will move into nursing homes at some point,
and most of those who do will eventually die there.2
Given the rise of chronic diseases and the increasingly
complex care needs among residents of nursing
homes,3e7 providing optimal palliative care in this
setting is essential.2,6e8 Hence, nursing home staff
need to be able to provide high-quality care to resi-
dents at the end of life.
Studies have shown, however, that palliative care
provided to nursing home residents is often inade-
quate, sometimes resulting in hospital transfers.9-11
In a Norwegian study, up to 57% of residents were
transferred to a hospital at the end of life.12 Accord-
ing to a systematic review in 14 countries,13 transfers
are mostly due to infections, trauma after falling,
and altered mental status. Otherwise, also social-
structural factors such as care planning, staffing
levels, lack of support, and family expectations can
contribute to hospital transfers.14e19 An earlier
PAlliative Care for older people in care and homes
in Europe (PACE) study indicated that the knowl-
edge of end-of-life care staff working in this setting
is insufficient;17 having adequate understanding of
the principles and practices of end-of-life care and
palliative care is indeed an important component
of high-quality palliative care.16e19 Studies in
nursing homes demonstrated that better
communication, understanding, and teamwork of
staff led to improved quality of care, including
palliative care.9
To help improve care, the World Health Organiza-
tion (WHO) definition of palliative care states that
the skills, attitudes, and competences of palliative
care should be incorporated into general health
care.11 This means that staff in the nursing home
setting need to be able to provide basic palliative
care to residents at the end of life. This requires at
least that they understand the basic principles of palli-
ative care such as that it is applicable early in the
course of a life-limiting illness; that it can be combined
with life-prolonging treatments; that it is holistic in na-
ture including physical, emotional, spiritual, and so-
cial aspects of care; and that it also includes care for
those close to the patient.20
Until now, it has been relatively unknown to what
extent nurses and care assistants working in nursing
homes in different European countries have a common
understanding of these basic principles. Earlier studies
in Greece, Spain, and Australia assessed understanding
of and attitudes toward palliative care principles usingthe palliative care quiz for nursing.21e23 However, the
present study is the first large-scale international study
to describe and compare the extent to which staff in
nursing homes in different European countries share
a basic understanding of palliative care.
This study is part of the PACE project, a European-
funded project that compares palliative care in
nursing homes in six European countries (Belgium,
England, Italy, Finland, the Netherlands, and Poland).
These countries were selected to represent a diversity
of geographic regions in Europe, comprising South-
ern, Western, Northern, and Eastern Europe.24,25
Another PACE study conducted by Froggatt et al.26
showed that in England, Belgium, and the
Netherlands, palliative care in the nursing homes is
highly developed with a variety of initiatives on micro,
meso, and macro level, whereas mainly in Finland and
Italy, but also in Poland, palliative care development in
nursing homes is limited. Also, there are few palliative
care initiatives or nursing homes providing palliative
care in these countries. The participating countries
thus reflect different levels of development and imple-
mentation of palliative care in nursing homes,
providing the optimal sample for an international
comparative study.26,27 We expect staff’s understand-
ing of the basic principles of palliative care to be insuf-
ficient and to differ between countries. We
hypothesize that in countries with lower development
of palliative care in nursing homes (Finland, Italy, and
Poland), staff less often agree with and understand the
basic principles than staff in countries with higher
levels of palliative care development (Belgium, the
Netherlands, and UK).
To test this hypothesis, the research questions of this
articles are as follows:
1) To what extent do nurses and care assistants
working in nursing homes in the participating
countries agree with the basic principles of palli-
ative care?
2) Which country-related, nursing homeerelated,
and staff-related factors are associated with the
level of agreement with the basic principles of
palliative care?Methods
Design and Sampling
In 2015, a cross-sectional study among staff was
conducted in nursing homes in five European coun-
tries: Belgium (Flanders), the Netherlands, En-
gland, Poland, and Italy. Finland was eventually
excluded from this article because in the Finnish
questionnaires, the term terminal care (saattohoito)
was used instead of palliative care. Even though
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tual difference might lead to biased results. Nursing
homes were selected using proportional stratified
random sampling: stratified by region (province or
large regions), then by bed capacity (higher or lower
than the median number of beds in each country)
and facility type. Subsequently, homes were sampled
randomly and proportionally from each stratum,
that is, cluster sampling. If a nursing home did not
want to participate, another home from the same
stratum was sampled to ensure that the selected
homes would be representative for the country.
This method was based on publicly available lists
of homes in each country. In Italy, no public lists
are available, and therefore, a sample based on a
previously constructed cluster of nursing homes,
also used in earlier Italian studies such as the EU
SHELTER project, was used, covering all regions in
Italy.24 In England, the enabling research in care
homes research network for nursing homes was
used to enhance recruitment.28
Setting and Participants
In this article, the term nursing home refers to
‘‘collective institutional settings where care, on-site
provision of personal assistance with activities of daily
living, and on-site or off-site provision of nursing and
medical care is provided for older people who live
there, 24 hours a day, seven days a week, for an unde-
fined period of time.26 There were three types of
nursing homes: Type 1 with 24/7 on-site care from
physicians and nurses/care assistants; Type 2 with
24/7 on-site care from nurses/care assistants, but
off-site from physicians; and Type 3 with 24/7 on-
site care from care assistants and off-site care from
nurses and physicians. Type 1 exists in Poland, Italy,
and the Netherlands, Type 2 exists in all countries,
and Type 3 only exists in the Netherlands and En-
gland. In Type 1 homes, dementia rates are higher,
length of stay is shorter, and functional and cognitive
status is poorer than those in Type 2 nursing
homes.29 The staff we surveyed consisted of care assis-
tants and nurses. Care assistants provide direct per-
sonal care and work under the supervision of a
nurse in a team and are generally educated to a lower
level than nurses.19
Data Collection
A letter introducing the PACE project and asking
for voluntary participation was sent to the nursing
homes. In each participating home, a contact person
was appointed by the manager. This person listed all
staff on duty at the time of the visit by a study
researcher. The contact person distributed the ques-
tionnaires to these staff in a prestamped envelope
together with an information leaflet, whichmentioned that full anonymity was guaranteed by us-
ing unique anonymized number codes instead of
names. It was also guaranteed that their answers would
be treated in the strictest confidentiality not accessible
by the homes because the questionnaires were sent
straight back to the researchers. The researchers regis-
tered the received questionnaires in an excel file and
contacted each contact person to send up to two re-
minders to nonresponding staff. The data collection
is described in detail in the protocol of the PACE
study.24 The protocol was approved by the ethics com-
mittee in each country in 2015. In the Netherlands
and Italy, no approval by an ethics committee was
needed, and waivers for the collection of data of
deceased residents were obtained. A completed ques-
tionnaire was considered as valid informed consent.
Measurements
The following variables were used: age, gender, pro-
fessional role (i.e., care assistant or nurse), having un-
dertaken formal training in palliative care, and
nursing home type. Training included training in
palliative care as part of the degree, additional
training after the degree, or any other training in palli-
ative care. Agreement with palliative care principles
was measured by using a subscale of the validated Rot-
terdam MOVE2PC instrument.25,30 The MOVE2PC
(Assessment of Knowledge, and Opinions of Nurses
Regarding to Palliative Care) is constructed to assess
the opinions and knowledge of nurses and the
perceived difficulties and educational needs regarding
the provision of palliative care. It is a 66-item question-
naire, including 11 items on opinions. These are
based on guidelines for palliative care in the
Netherlands, which are in turn based on the WHO
guidelines. Of these 11 items, five measure the extent
to which nurses agree with the WHO definition of
palliative care.30 In our study, these five were used to
measure the extent to which staff members of nursing
homes agree with basic principles of palliative care:
‘‘the aim of palliative care is treatment of pain only’’, ‘‘palli-
ative care starts in the last weeks of life’’, ‘‘palliative care and
intensive life prolonging treatment can be combined’’, ‘‘palli-
ative care includes spiritual care and palliative care includes
care for resident’s family/relatives’’. Agreement with the
principles was scored on a 3-point scale with anchors
‘‘disagree’’, ‘‘neither agree nor disagree’’, and ‘‘agree’’.
The MOVE2PC questionnaire was developed in the
Netherlands. All items of the instrument were tested
for validity regarding six measurement properties. It
proved to be a valid instrument for assessing nurses’
knowledge and opinions related to palliative care.30
For our study, we forward-backward translated the
five items in all participating country languages ac-
cording to European Organisation for Research and
Treatment of Cancer guidelines,31 with English as
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tion procedure, we refer to the protocol of the PACE
study.24
Statistical Analyses
Multilevel models were used for the analyses
because of the clustering of data in homes. To calcu-
late the extent of agreement with each principle, the
3-point ordinal scale was converted into a 2-point
dichotomous scale (‘‘agree with the principle’’ and
‘‘disagree with the principle’’) because we were pri-
marily interested in staff with understanding of the
principles. The neutral category ‘‘neither agree nor
disagree’’ was thus combined with the answer that
was not consistent with the WHO definition, that is
if expected to agree with a principle, the neutral
answer was combined with ‘‘disagree’’; if expected to
disagree with a principle, the neutral answer was com-
bined with ‘‘agree’’. For each item, we accounted for
the clustering at the level of nursing homes and
adjusted for the following possible confounders: age,
gender, professional role of the staff member, and
formal training. Country was entered as a fixed effect
to detect differences in the extent of agreement be-
tween countries. Nursing home was entered as a
random effect. Results on the extent of agreement
are presented as percentages and odds ratios, based
on the dichotomous scale, with Belgium as reference
category.
Then, we calculated an overall score of agreement
with the principles of palliative care. The individual
principles were first scored 0 (disagreement or neither
agree nor disagree) or 1 (agreement). Then, the
scores on the five individual principles were summed.
The total score of agreement ranged on a 5-point
scale, between 0 and 5, with a higher score indicating
more agreement with the principles.
To determine factors associated with a staff mem-
ber’s level of agreement (i.e., the overall score of
agreement), we conducted a multiple linear mixed
model analysis. Factors entered into the model were
country, age, gender, professional role, formal
training, and type of nursing home. The associations
between the overall score of agreement of staff and
their characteristics were computed as estimated
means. The statistical significance is presented by an
alpha level of P < 0.05. All analyses were performed
using SPSS version 24.Results
In 214 participating homes, 2719 staff members
were identified and 1716 responded to the question-
naire (overall response rate 63.1%). Of these, 39.9%
of the respondents were nurses and 60.1% were care
assistants. Fig. 1 shows the response rates per country.Characteristics of the Study Sample
All characteristics, that is, age, gender, professional
role, formal training, and nursing home type, differed
significantly between the countries (P < 0.001). In
Belgium, England, and Italy, the age group 17e
35 years was the largest (range between 40.4% and
55.5%) (Table 1). Staff in the Netherlands and Poland
were significantly older, with the majority aged be-
tween 36 and 50 years (range between 38% and
52.9%). In all countries, most of the participating staff
were women, the percentage differed significantly
among countries from a low of 67.3% in Italy to a
high of 94.3% in the Netherlands. In Italy, most of
the responding staff were nurses (99.4%); in the other
countries, the majority were care assistants (between
53.1% and 85.8%). In most countries except England,
a substantial proportion of the staff had undertaken
formal training in palliative care (46.2%e60.9%).The extent to which staff agree with the basic principles
of palliative care in the different countries
The overall score of agreement ranged between
3.36 in England and 1.82 in Italy (scale 0 to 5;
Table 2). Staff in Belgium, the Netherlands, and
Poland had overall scores of 2.91, 2.87, and 2.48,
respectively.
In all countries except Italy, most of the staff rightly
disagreed that the aim of palliative care is treatment of
pain only (Table 2). The percentage of staff disagree-
ing with this statement varied from 58% in Poland to
82% in Belgium (odds ratio: 0.12, 95% confidence in-
terval [CI]: 0.07e0.19). Just over half of the staff in
Belgium, England, Poland, and Italy rightly disagreed
that palliative care starts in the last weeks of life (51%
e64%). In the Netherlands, only 46% disagreed with
this statement (odds ratio: 0.35, 95% CI: 0.24e0.51).
In all countries, most of the staff agreed that palliative
care includes spiritual care (62%e76%, P ¼ 0.006)
and that palliative care includes care for residents’
family/relatives (56%e92%, P < 0.001). For these
four statements, staff in Belgium showed a higher level
of agreement with the palliative care principles than
the staff in the other countries. With the exception
of the staff in England (50%) and Poland (53%),
only a minority agreed that palliative care and inten-
sive life-prolonging treatment can be combined
(24%e44%). For this statement, staff in Belgium
showed the lowest level of agreement with the pallia-
tive care principles, resulting in a higher overall score
for England than for Belgium.Characteristics Associated With the Overall Score of
Agreement
Characteristics significantly associated with the overall
score of agreement were country, professional role, and
















































Nursing home staff questionnaires received in the 214 participating homes
n=1716
Overall response rate= 63.11%
Fig. 1. Flowchart of identified respondents (nursing home care staff) in the 6 countries.
828 Vol. 58 No. 5 November 2019Honinx et al.formal training (Table 3). Compared with those in
Belgium, staff in England more often agreed with the
basic palliative care principles (estimated difference:
0.45; 95% CI: 0.10e0.81, P ¼ 0.01), whereas staff in
Poland and Italy agreed less often. No significant differ-
ence was found between Belgium and the Netherlands.
Furthermore, we found that nurses more often agreed
with the basic palliative care principles than did care assis-
tants (0.59; 95% CI: 0.43e0.75, P < 0.001) and thus had
higher overall scores of agreement.
Staff who had undertaken formal training were
more likely to agree with the principles than those
who had not (estimated difference: 0.21; 95% CI:
0.08e0.34, P ¼ 0.002). Staff older than 35 years
more often agreed as well (estimated difference:
0.26; 95% CI: 0.09e0.43, P ¼ 0.003), also thoseaged between 36 and 50 years (estimated difference:
0.28; 95% CI: -0.08e0.48, P ¼ 0.006). Gender and
type of nursing home were not associated with
agreement.Discussion
Overall, we found large heterogeneity in the extent
to which nursing home staff (nurses and care assis-
tants) agreed with the basic principles of palliative
care but with room for improvement in all countries,
especially in Italy and Poland. The level to which staff
agreed with the principles was significantly associated
with country, age, professional role, and formal
training, with older staff having a higher score of
agreement than younger staff, as had nurses
Table 1
Characteristics of the Participating Nursing Home Staff
Characteristics
Belgium
n ¼ 559 (%)
The Netherlands
n ¼ 440 (%)
England
n ¼ 152 (%)
Poland
n ¼ 399 (%)
Italy
n ¼ 166 (%) Bivariate P-valuea
Age <0.001
17e35 years 224 (40.4) 128 (29.5) 61 (41.2) 67 (17.1) 86 (55.5)
36e50 years 201 (36.3) 165 (38) 46 (31.1) 207 (52.9) 59 (38)
>50 years 129 (23.3) 141 (32.5) 41 (27.7) 117 (30) 10 (6.5)
Gender <0.001
Female 495 (88.6) 412 (94.3) 139 (92.7) 371 (94.2) 107 (67.3)
Male 64 (11.4) 25 (5.7) 11 (7.3) 23 (5.8) 52 (32.7)
Professional role <0.001
Care or nursing assistant 297 (53.1) 374 (85.8) 115 (77.2) 235 (58.9) 1 (0.6)
Nurse 262 (46.9) 62 (14.2) 34 (22.8) 164 (41.1) 156 (99.4)
Formal training in palliative care <0.001
No 232 (44.2) 182 (41.7) 121 (82.3) 151 (39.1) 86 (53.8)
Yesb 293 (55.8) 254 (58.3) 26 (17.7) 235 (60.9) 74 (46.2)
Working in which type of nursing
home
<0.001
Type 1 NA 172 (42.6) NA 130 (32.6) 63 (38)
Type 2 537 (100) 232 (57.4) 101 (67.8) 269 (67.4) 103 (62)
Type 3 NA NA 48 (32.2) NA NA
NA ¼ not available in that particular country.
Significant results are indicated in bold.
aGeneralized linear mixed model reporting P-value for country as a fixed effect, a ¼ 0.05.
bTraining in palliative care as part of degree or as additional training after degree.
Vol. 58 No. 5 November 2019 829Agreement of Nursing Home Staff With Palliative Care Principlescompared with care assistants and staff who had un-
dertaken palliative care training compared with those
who had not.
Although all countries had room to improve, the
level of agreement varied greatly across countries.
Staff in England more often agreed with the princi-
ples. Not surprising given that the UK ranked first in
the 2015 Quality of Death Index and reached a top
score in quality of palliative care globally.32 On the
other hand, the extent to which staff in Italy and
Poland agreed with the principles was lower than
that in the other countries. This finding corroborates
what was found in another PACE study: staff working
in nursing homes in these countries often lack basic
knowledge of end-of-life care.17 Froggatt et al.
showed26 that in these countries, there are few initia-
tives on development of palliative care in nursing
homes. The extent to which nursing homes engage
with palliative care initiatives and the degree of na-
tional investment in palliative care development in
the nursing home setting seems to be related to the
level of understanding of the basic principles of palli-
ative care in nursing home staff.
Nevertheless, in the other countries, a substantial
number of staff also did not completely agree with
the principles of palliative care, a finding in line
with earlier studies.21e23 This means that either they
were not familiar with, or they disagreed with, the
essence of palliative care. It is quite alarming that staff
lack a basic level of understanding of palliative care,
considering that nursing home residents spend the
last months and years of their lives there and stays
are becoming shorter also. The finding is in line
with more general studies that found that among alltypes of health-care professionals, many are not
familiar with the meaning and availability of palliative
care.33,34 Our study confirms that palliative care is in
some cases (25%) still perceived as ‘‘terminal care’’
(cfr. Table 4: Palliative care starts in the last week of
life). Lack of understanding of the meaning of pallia-
tive care may have negative implications for the quality
of care for residents with serious conditions receiving
inadequate pain and symptom treatment and psycho-
social support throughout their illness trajectory.
The fact that nurses agreed more often with the
principles of palliative care than did care assistants is
probably due to the difference in education and
expertise between the two groups. A previous PACE
article17 showed that nurses have better knowledge
of end-of-life care than care assistants. In most coun-
tries, care assistants are responsible for direct patient
care.19 Considering budgetary constraints and
shortage of personnel, this group will become more
and more crucial in the future. Therefore, it is most
important to train them in basic palliative care. Be-
sides education, cultural diversity can play a role in
the difference in agreement between nurses and
care assistants because cultural diversity can not only
explain the difference between countries but possibly
also between professions. In the United States, for
example, many care assistants have a minority or
immigrant background.35,36 A cultural background in-
fluences end-of-life decision-making and may result in
inconsistency with values of traditional Western-based
medicine.37
Additionally, we found that staff who had under-
taken training in palliative care more often agreed














































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































830 Vol. 58 No. 5 November 2019Honinx et al.had not. Similar results were reported in earlier
studies; taking part in training has a positive influence
on the opinions of staff, and a lack of training can lead
to negative attitudes, which can affect care
outcomes.38e40
Currently, effective palliative care training is not al-
ways included in curricula for nurses and care assis-
tants.19 Some training and online courses exist;
however, these are often limited to certain commu-
nities.41,42 The following training elements are shown
to be the most effective ones: a hands-on approach,
innovative training strategies, managerial support,
and the use of role modeling.43e46 More and better
education and training is thus needed to promote
the better understanding of palliative care and to
encourage its timely use for nursing home residents.
A second important strategy is to bring about a cul-
tural shift regarding palliative care in nursing homes.
Initiatives such as the PACE Steps to Success Pro-
gramme can contribute to making such a shift by inte-
grating palliative care into mainstream care and can
raise awareness of palliative care in nursing home
staff.47Strength and Limitations
This study has several strengths. First, this is the first
large-scale international study to describe and
compare the extent to which nursing home staff
across five European countries agree with the basic
principles of palliative care. We were able to include
1716 staff members from 214 homes in five countries,
providing cross-country comparable data. Second, this
is the first international study that analyses the charac-
teristics associated with the overall score of agreement.
Third, the overall response rate was 63%. For all coun-
tries, except England (31%), the response rates were
high, ranging from 52% to 93%.
This study also has some limitations. We must
acknowledge that when speaking of levels of agree-
ment, it is implied that people know something about
the topic and agree or disagree with it. However, in
this study, it is also possible that staff might disagree
with the principles of palliative care because of a
lack of understanding. Second, staff who had under-
taken formal training in palliative care might be
more disposed to answer the questionnaire than those
who did not, resulting in a possible response bias.
Third, although response rates were high in most
countries, the response rates were low in England
(31%) and the Netherlands (51.7%), which might
have caused bias. Finally, although multiple studies
have linked staff attitudes to negative implications
for the quality of care, it remains uncertain how atti-
tudes regarding palliative care translate into actual
care practices.
Table 3
Association of Overall Score of Agreement With
Principles of Palliative Care of Nursing Home Staff and
Their Characteristics
Measurements







Intercept 2.91 (2.55e3.28) <0.001
Country
Belgium Ref
The Netherlands 0.04 (0.30 to 0.22) 0.75
England 0.45 (0.10e0.81) 0.01
Poland 0.43 (0.69 to 0.17) 0.001
Italy 1.09 (1.42 to 0.75) <0.001
Age
17e35 years Ref.
36e50 years 0.26 (0.09e0.43) 0.003
>50 years 0.28 (0.08 to 0.48) 0.006
Gender
Male Ref.









Yesb 0.21 (0.08e0.34) 0.002
Nursing home type
Type 1 Ref.
Type 2 0.07 (0.17 to 0.30) 0.58
Type 3 0.27 (0.83 to 0.29) 0.35
Variances





ICC ¼ intraclass correlation coefficient.
Missing data in analysis: 219 (9.6%).
Significant results are indicated in bold.
aMultiple linear mixed model analysis with nursing home as random effect
and country, age, gender, professional role, type of nursing home, and
training in palliative care as covariates.
bTraining in palliative care as part of degree or additional training after
degree.
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Given the rise of chronic diseases and complex care
needs among nursing home residents, optimal pallia-
tive care in this setting is essential. To be able to pro-
vide high-quality palliative care to a growing number
of nursing home residents, nursing home staff need
to possess at least a basic level of understanding of
palliative care. This study shows that the extent of
agreement of nursing home staff with the basic princi-
ples of palliative care differs between countries, with
room for improvement in all. For that reason, pallia-
tive care needs to become an integral part of all
nursing school curricula and health-care trainings, as
well as of continuing education programme offerings.
Also, a cultural shift regarding palliative care in
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